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1. Define important words in this chapter

24-hour urine specimen

a urine specimen consisting of all urine voided in a 24-hour 
period.

catheter-associated urinary tract infection (CAUTI)

an infection that occurs in the urethra, bladder, ureter, or 
kidney when bacteria travels up a catheter.

chronic renal failure (CRF) 

progressive condition in which the kidneys cannot filter 
certain waste products; also called chronic kidney failure.

clean-catch specimen

a urine specimen that does not include the first and last urine 
that is voided; also called mid-stream specimen.
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1. Define important words in this chapter

condom catheter 

a catheter that has an attachment on the end that fits onto 
the penis; also called an external or Texas catheter.

dialysis 

a process that cleans the body of wastes that the kidneys 
cannot remove due to kidney failure.

end-stage renal disease (ESRD) 

condition in which kidneys have failed and dialysis or 
transplantation is required to sustain life.

indwelling catheter 

a catheter that stays inside the bladder for a period of time; 
urine drains into a bag.
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1. Define important words in this chapter

ketones

chemical substances that the body produces when it does not 
have enough insulin in the blood.

micturition

the process of emptying the bladder of urine; also called 
urination or voiding.

renal calculi

kidney stones.

routine urine specimen

a urine specimen that can be collected any time a person 
voids.

specific gravity

a test performed to measure the density of urine.
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1. Define important words in this chapter

sphincter 

a ring-like muscle that opens and closes an opening in the 
body.

straight catheter 

a catheter that does not stay inside the person; it is removed 
immediately after urine is drained or collected.

urinary incontinence 

the inability to control the bladder, which leads to an 
involuntary loss of urine.

urinary tract infection (UTI) 

an infection of the urethra, bladder, ureter, or kidney.
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1. Define important words in this chapter

voiding 

the process of emptying the bladder of urine; also called 
urination or micturition.
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Define the following terms:

sphincter 

a ring-like muscle that opens and closes an opening in the 
body.

micturition

the process of emptying the bladder of urine; also called 
urination or voiding.

voiding 

the process of emptying the bladder of urine; also called 
urination or micturition.

2. Explain the structure and function of the urinary system



16

The Urinary System

Define the following terms:

urinary incontinence 

the inability to control the bladder, which leads to an 
involuntary loss of urine.

renal calculi

kidney stones.

2. Explain the structure and function of the urinary system
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Transparency 16-1: The Urinary System
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2. Explain the structure and function of the urinary system

Functions of the urinary system include the following:

• Elimination of waste products from the blood

• Maintenance of water balance in the body

• Regulation of the levels of electrolytes in the body

• Assistance in regulation of blood pressure

• A healthy adult produces about 1500mL or 3 pints of urine a 
day (30mL/hr minimum)
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3. Discuss changes in the urinary system due to aging 

The following are normal changes of aging in the urinary system:

• The kidneys do not filter blood as efficiently.

• Bladder muscle tone weakens.

• Bladder holds less urine, causing more frequent urination.

• Bladder may not empty completely, causing increased chance 
of infection.
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4. List normal qualities of urine and identify signs and symptoms 
to report about urine

Normal characteristics of urine:

• Light, pale yellow, or amber in color

• Clear or transparent

• Faint smell

• Adults produce about 1200 to 1500 
mL of urine, although elderly may 
produce less.
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4. List normal qualities of urine and identify signs and symptoms 
to report about urine

Remember these signs and symptoms of 
urine to report:

• Cloudy urine

• Dark or rust-colored urine

• Strong-, offensive- or fruity-smelling 
urine

• Pain, burning, or pressure when 
urinating

• Blood, pus, mucus, or discharge in 
urine

• Episodes of incontinence
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Transparency 16-2: Factors Affecting Urination 

• Growth and development

• Psychological factors

• Fluid intake

• Physical activity and exercise

• Personal habits

• Medications

• Disorders
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5. List factors affecting urination and describe how to promote 
normal urination

Growth and development can affect urination in these ways:

• Aging affects the bladder’s ability to hold urine. The bladder is 
not able to hold the same amount of urine as it did when a 
person was younger. 

• Older people may have to urinate more often. 

• Urination during the night occurs more frequently with the 
elderly.
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5. List factors affecting urination and describe how to promote 
normal urination

Psychological factors may have the following effects on urination:

• A lack of privacy can affect urination. 

• Having a roommate for the first time, being in a place that is 
not home, and needing help with elimination can disrupt 
normal elimination patterns. 

• Stress and fear can affect urination. They can cause a person 
to void frequent, small amounts of urine.
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5. List factors affecting urination and describe how to promote 
normal urination

Fluid intake affects urination in these ways:

• The sense of thirst generally decreases as a person ages. 
Reduced fluid intake decreases urine production. 

• The body’s ability to remove wastes in the urine may be 
affected. When wastes build up, infections and other problems 
can occur.

Physical activity and exercise are also important:

• A lack of exercise lessens sphincter control, which can 
increase episodes of incontinence. 
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5. List factors affecting urination and describe how to promote 
normal urination

Personal habits affect urination in these ways:

• If a resident is confined to bed, urination may be more 
difficult due to his position. 

• The sitting position for women and standing position for men 
are the best positions for urination. 

• Complete emptying of the bladder may be difficult when 
having to use a bedpan or urinal.
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5. List factors affecting urination and describe how to promote 
normal urination

Medications may also affect urination:

• Some medications affect urination. 

• Residents who have high blood pressure may be taking 
diuretics, which are medications that reduce fluid in the body 
by increasing urine output.
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5. List factors affecting urination and describe how to promote 
normal urination

Certain disorders affect urination: 

• Fevers cause increased sweating and may decrease urine 
production. 

• Diabetes, diseases of the bladder or urethra, infection, and 
congestive heart failure (CHF) can affect urination.
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6. Discuss common disorders of the urinary system

Define the following term:

urinary tract infection (UTI) 

an infection of the urethra, bladder, ureter, or kidney.
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6. Discuss common disorders of the urinary system

Remember these points about urinary tract infections (UTIs):

• Cause: entrance of bacteria into the bladder through the 
urethra

• Women are more susceptible than men.

• Symptoms: burning or pain with urination, blood in urine, 
frequency of and urgency with urination

• Prevention: drinking plenty of fluids and juices rich in Vitamin 
C, wiping from front to back after elimination, taking showers 
rather than baths

• Treatment: antibiotics

• Report cloudy, dark, or foul-smelling urine, burning or 
discomfort with urination, or frequent urination in small 
amounts.
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Urinary System Disorders (cont’d)

• Pyelonephritis is inflammation 
of the kidney pelvis.

• Infection is the most 
common cause.

• Cloudy urine may contain 
pus, mucus, and blood.

• Signs and symptoms include

– Chills, fever, back pain

– Nausea and vomiting

– The signs and symptoms 
of cystitis

• Treatment involves 
antibiotics and fluids.
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6. Discuss common disorders of the urinary system

Remember these points about urine retention:

• Inability to adequately empty the bladder

• Causes: surgery, obstruction, infection, disorders such as 
multiple sclerosis and diabetes, enlargement of prostate gland

• Symptoms: lower abdominal pain, painful urge but inability to 
urinate, distended bladder, abdominal swelling, frequent urge 
to urinate, difficulty starting to urinate, weak flow of urine, 
dribbling

• Treatment: medication and catheterization
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Urinary System Disorders (cont’d)

 Prostate enlargement

 The prostate is a gland in men.

 It lies in front of the rectum 
and just below the bladder.

 The prostate surrounds the 
urethra.

 The prostate enlarges as the man 
grows older.

 This is called benign prostatic 
hyperplasia (BPH) or benign 
prostatic hypertrophy.

 Bladder function is gradually lost.

 The enlarged prostate presses 
against the urethra 
obstructing urine flow.
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Urinary System Disorders (cont’d)

 The following problems are common with prostate 
enlargement:

 A weak urine stream

 Frequent voidings of small amounts of urine

 Urgency and leaking or dribbling of urine

 Frequent voiding at night

 Urinary retention

 Treatment depends on the extent of the problem.

 The doctor may order drugs to shrink the prostate or 
stop its growth.

 Some microwave and laser treatments destroy 
excess prostate tissue.

 Transurethral resection of the prostate (TURP) is a 
common surgical procedure.
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Urinary System Disorders (cont’d)
 Urinary diversions

 Sometimes the bladder is surgically removed.

 Cancer and bladder injuries are common 
reasons.

 Urinary diversion is a surgically created 
pathway for urine to leave the body.

 An ostomy is often involved.

 A urostomy is a surgically created opening 
between a ureter and the abdomen.

• A pouch is applied over the stoma.

• Urine drains through the stoma into the 
pouch.

• Pouches are changed every 5 to 7 days.

• A pouch is replaced anytime it leaks.

 Good skin care is needed.

• Observe and report skin changes 
around the stoma.
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Urinary System Disorders (cont’d)

• Kidney stones (calculi)

• Most common in 
white men 40 
years of age and 
older.

• Risk factors 
include:

– Bedrest

– Immobility

– Poor fluid 
intake

• Stones vary in 
size.
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Urinary System Disorders (cont’d)

 Signs and symptoms 
include:

 Severe, cramping pain in 
the back and side just 
below the ribs

 Pain in the abdomen, 
thigh, and urethra

 Nausea and vomiting

 Fever and chills

 Dysuria (difficult or 
painful urination)

 Urinary urgency

 Burning on urination

 Hematuria (blood in the 
urine)

 Cloudy urine

 Foul-smelling urine
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Urinary System Disorders (cont’d)

• Treatment involves:
– Drugs for pain 

relief
– Drinking 2000 to 

3000 mL of fluid a 
day

– All urine is 
strained.

– Medical or surgical 
removal of the 
stone may be 
necessary.

• Some diet changes can 
prevent stones.
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Urinary System Disorders (cont’d)

• Kidney failure (renal failure)
• The kidneys do not function 

or are severely impaired.
– Waste products are not 

removed from the blood.
– Fluid is retained.

• Heart failure and 
hypertension easily 
result.

• It may be acute or chronic.
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Urinary System Disorders (cont’d)

• Acute kidney failure is sudden.

• Blood flow to the kidneys is 
severely decreased.

• Causes include:

– Severe injury or bleeding

– Heart attack

– Heart failure

– Burns

– Infection

– Severe allergic reactions

• Some persons develop chronic 
kidney failure.

• Treatment involves drugs, 
restricted fluids, and diet therapy.
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6. Discuss common disorders of the urinary system

Define the following terms:

chronic renal failure (CRF) 

progressive condition in which the 
kidneys cannot filter certain waste 
products; also called chronic kidney 
failure.

dialysis 

a process that cleans the body of 
wastes that the kidneys cannot 
remove due to kidney failure.

end-stage renal disease (ESRD) 

condition in which kidneys have 
failed and dialysis or transplantation 
is required to sustain life.
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6. Discuss common disorders of the urinary system

Remember these points about chronic renal failure (CRF):

• Kidneys cannot filter waste products from the blood.

• Becomes worse over time

• Causes: diabetes, hypertension, chronic urinary tract 
infections, nephritis

• Initial signs and symptoms: unintended weight loss, nausea, 
vomiting, fatigue, headache, frequent hiccups, itching

• Dialysis is done when the kidneys are no longer able to 
perform their function.

• ESRD occurs when kidneys have failed and dialysis or 
transplantation is required to sustain life.
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Urinary System Disorders (cont’d)

• Chronic kidney failure

• The kidneys cannot meet the 
body’s needs.

– Nephrons in the kidney 
are destroyed over many 
years.

• Common causes are:

– Hypertension

– Diabetes

• Other causes include:

– Infections

– Urinary tract obstructions 

– Tumors

• Signs and symptoms appear 
when 75% of kidney function 

is lost.
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Urinary System Disorders (cont’d)

• Treatment for chronic kidney failure includes:

– Fluid restriction

– Diet therapy

– Drugs

– Dialysis

• Dialysis is the process of removing waste 
products from the blood.

– Hemodialysis removes waste and fluid by 
filtering the blood through an artificial 
kidney (Done over several hours; 3-5 
times per week, depending).

– Peritoneal dialysis uses the lining of the 
abdominal cavity (peritoneal membrane) 
to remove waste and fluid from the blood 
(typically performed every night for 8-10 
hours).
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7. Discuss reasons for incontinence

Know the causes of urinary incontinence:

• Confinement to bed

• Illness

• Paralysis 

• Circulatory or nervous system disorders

• Prostate problems

• Childbirth
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7. Discuss reasons for incontinence

REMEMBER:

Urinary incontinence is not a normal part of aging and must be 
reported.
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7. Discuss reasons for incontinence

There are different types of incontinence:

• Stress incontinence

• Urge incontinence

• Mixed incontinence

• Functional incontinence

• Overflow incontinence
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7. Discuss reasons for incontinence

Think about these questions:

Why is it so important to be professional and positive when 
dealing with episodes of incontinence? 
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7. Discuss reasons for incontinence

Remember these guidelines for preventing incontinence:

• Know routines, habits, and signs.

• Follow toileting schedules and the care plan.

• Leave call lights within reach and answer call lights promptly.

• Offer bedpans or take residents to the bathroom often.

• Encourage fluids.

• Take daily walks near bathroom.

• Check incontinence briefs at least every two hours. Change 
wet or soiled incontinence briefs immediately.
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7. Discuss reasons for incontinence

Guidelines for preventing incontinence (cont'd):

• Change wet or soiled clothing immediately.

• Change wet or soiled bed linens.

• Use disposable absorbent pads. 

• Give careful skin care and perineal care.

• Provide privacy.

• Be calm, patient, and professional.

• Be reassuring and positive.
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Correct Placement of a Bedpan

The highest part of either bedpan goes towards the

front of the patient (genitals)
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Bedpan and Output
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8. Describe catheters and related care

Define the following terms:

straight catheter 

a catheter that does not stay inside the person; it is removed 
immediately after urine is drained or collected.

indwelling catheter 

a catheter that stays inside the bladder for a period of time; 
urine drains into a bag.

condom catheter 

a catheter that has an attachment on the end that fits onto 
the penis; also called an external or Texas catheter.

catheter-associated urinary tract infection (CAUTI)

an infection that occurs in the urethra, bladder, ureter, or 
kidney when bacteria travels up a catheter.
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8. Describe catheters and related care

REMEMBER:

Nursing assistants do not insert, irrigate, or remove catheters. 
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8. Describe catheters and related care

Remember these guidelines for catheter care:

• Wash hands thoroughly.

• Wear gloves.

• Keep genital area clean.

• When cleaning meatus, move in one direction, away from 
meatus.

• Secure tubing properly.

• Make sure drainage bag hangs lower than hips or bladder.

• Do not hang drainage bag from bedrail.

• Keep tubing straight.
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8. Describe catheters and related care

Guidelines for catheter care (cont'd):

• Keep drainage bag off floor. Keep 
catheter tubing from touching 
floor.

• Do not touch tip of clamp to any 
other object.

• Do not let drainage spout touch 
graduate.

• Do not disconnect catheter during 
positioning. Do not re-attach 
disconnected tubing.

• Report blood in urine, leaks, bag 
filling suddenly or not filling for 
several hours, pain, pressure, or 
odor.



Providing catheter care

Equipment: bath blanket, disposable bed protector, bath basin 
with warm water, bath thermometer, 2-4 washcloths or 
disposable wipes, towel, gloves

1. Identify yourself by name. Identify the resident. Greet the 
resident by name.

2. Wash your hands.

3. Explain procedure to resident. Speak clearly, slowly, and 
directly. Maintain face-to-face contact whenever possible. 

4. Provide for the resident’s privacy with a curtain, screen, 
or door.

5. Adjust bed to safe working level, usually waist high. Lock 
bed wheels.

6. Lower head of bed. Position resident lying flat on her 
back.

7. Remove or fold back top bedding. Keep resident covered 
with bath blanket.



Providing catheter care

8. Test water temperature with thermometer or on the 
inside of your wrist and ensure it is safe. Water 
temperature should be 105° F. Have the resident check 
water temperature. Adjust if necessary.

9. Put on gloves.

10. Ask the resident to flex her knees and raise the buttocks 
off the bed by pushing against the mattress with her feet. 
Place clean bed protector under her buttocks.

11. Expose only the area necessary to clean the catheter. 
Avoid overexposing the resident.

12. Place towel or pad under catheter tubing before washing.

13. Wet washcloth in basin. Apply soap to washcloth. If a 
male resident is uncircumcised, gently pull back the 
foreskin first. Clean area around meatus. Use a clean area 
of the washcloth for each stroke.  

14. Hold catheter near meatus. Avoid tugging the catheter 
throughout the procedure.



Providing catheter care

15. Clean at least four 
inches of catheter 
nearest the meatus. 
Move in only one 
direction, away from 
meatus. Use a clean 
area of the cloth for each 
stroke.

16. Dip a clean washcloth in 
the water. Rinse area 
around meatus, using a 
clean area of washcloth 
for each stroke. With the 
towel, dry the area 
around the meatus.



Providing catheter care

17. Dip a clean washcloth in the water. Rinse at least four 
inches of catheter nearest the meatus. Move in only one 
direction, away from meatus. Use a clean area of the 
cloth for each stroke.

18. With the towel, dry at least four inches of the catheter 
nearest the meatus. Use a clean area of the cloth for 
each stroke.

19. Remove and discard bed protector. Remove towel or pad 
from under catheter tubing and place in proper 
containers.

20. Empty basin in toilet and flush toilet. Place in proper 
area for cleaning or clean and store it according to 
facility policy. 

21. Remove gloves and discard. Wash your hands.

22. Replace top covers. Remove bath blanket. Make resident 
comfortable.
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23. Return bed to lowest position. Remove privacy measures.

24. Leave call light within resident’s reach.

25. Wash your hands.

26. Be courteous and respectful at all times.

27. Report any changes in the resident to the nurse. 
Document procedure using facility guidelines.



Emptying a catheter drainage bag

Equipment: graduate (measuring container), alcohol wipes, 
paper towels, gloves

1. Identify yourself by name. Identify the resident. Greet 
the resident by name.

2. Wash your hands.

3. Explain procedure to resident. Speak clearly, slowly, and 
directly. Maintain face-to-face contact whenever possible. 

4. Provide for the resident’s privacy with a curtain, screen, 
or door. 

5. Put on gloves.

6. Place paper towel on the floor under the drainage bag. 
Place graduate on the paper towel. 



Emptying a catheter drainage bag

7. Open the clamp on the 
drainage bag so that the 
urine flows out of the bag 
into the graduate. Do not 
let spout or clamp touch the 
graduate.

8. When urine has drained out 
of the bag, close the clamp. 
Using alcohol wipe, clean 
the drain spout. Replace 
the drain spout to its holder 
on the catheter bag. 



Emptying a catheter drainage bag

9. Go into the bathroom. Place graduate on a flat surface 
and measure at eye level. Note the amount and the 
appearance of the urine. Empty urine into toilet and flush 
toilet.

10. Place container in area for cleaning or clean and store it 
according to policy. Discard paper towel.

11. Remove and discard gloves. Wash your hands.

12. Leave call light within resident’s reach.

13. Wash your hands.

14. Be courteous and respectful at all times.

15. Report any changes in the resident to the nurse. 
Document procedure and amount of urine (output) using 
facility guidelines.



Changing a condom catheter

Equipment: condom catheter and collection bag, catheter 
tape, plastic bag, bath blanket, disposable bed protector, 
supplies for perineal care, gloves

1. Identify yourself by name. Identify the resident. Greet 
the resident by name.

2. Wash your hands.

3. Explain procedure to resident. Speak clearly, slowly, and 
directly. Maintain face-to-face contact whenever possible. 

4. Provide for the resident’s privacy with a curtain, screen, 
or door. 

5. Adjust bed to safe working level, usually waist high. Lock 
bed wheels.

6. Lower head of bed. Position resident lying flat on his 
back. 

7. Remove or fold back top bedding. Keep resident covered 
with bath blanket.

8. Put on gloves.



Changing a condom catheter

9. Place clean bed protector under his buttocks.

10. Adjust bath blanket to expose only genital area.

11. Gently remove condom catheter. Disconnect condom 
from tube and immediately cap tube. Do not allow tube 
to touch anything. Place condom and tape in the plastic 
bag.

12. Help as necessary with perineal care.

13. Move pubic hair away from the penis so it does not get 
rolled into the condom.

14. Hold penis firmly. Place condom at tip of penis. Roll 
towards base of penis. Leave space (at least one inch) 
between the drainage tip and glans of penis to prevent 
irritation. If resident is not circumcised, be sure that 
foreskin is in normal position.



Changing a condom catheter

15. Gently secure condom to 
penis with special tape 
provided. Apply tape in a 
spiral manner. Never 
wrap tape all the way 
around penis because it 
can impair circulation.

16. Connect catheter tip to 
drainage tubing. Do not 
touch tip to any object 
but drainage tubing. 
Make sure tubing is not 
twisted or kinked. 

17. Check to see if collection 
bag is secured to leg. 
Make sure drain is 
closed. 



Changing a condom catheter

18. Remove bed protector and discard. Dispose of plastic bag 
properly. Place soiled clothing and linens in proper 
containers. Clean and store supplies.

19. Remove and discard gloves. 

20. Wash your hands.

21. Replace top covers. Remove bath blanket. Make resident 
comfortable.

22. Return bed to lowest position. Remove privacy measures.

23. Leave call light within resident’s reach.

24. Wash your hands.

25. Be courteous and respectful at all times.

26. Report any changes in the resident to the nurse. 
Document procedure using facility guidelines.
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Handout 16-1: Changing Drainage Bag to Leg Bag

Some residents use smaller bags called leg bags to collect urine. This type of 
drainage bag attaches to the resident’s leg and is emptied at the end of each shift 
and as necessary. Care must be taken when attaching a leg bag to the leg. This is 
a sterile procedure and requires the use of sterile caps and possibly other sterile 
supplies. You should have special training before performing this procedure. In 
addition, the band that wraps around the leg must not be so tight that it affects 
the circulation to the leg or causes any harm to the skin.

Changing a Catheter Drainage Bag to Leg Bag

Equipment: gloves, sterile gloves (optional), 2 disposable bed protectors, sterile 
drape (optional), leg bag, catheter clamp, 2 sterile caps, disposable plastic bag

1. Identify yourself by name. Identify the resident. Greet the resident by name.

2.Wash your hands. 

3.Explain procedure to resident. Speak clearly, slowly, and directly. Maintain face-
to-face contact whenever possible. 

4.Provide for the resident’s privacy with a curtain, screen, or door.

5.Adjust bed to safe working level, usually waist high. Lock bed wheels.

6.Put on gloves.

7.Ensuring privacy, remove bed linen and lift gown or pull down pajamas.

8.Turn resident to side, place bed protector under resident and return 
to back.

9.Place second bed protector or sterile drape on the bed for supplies. 
Prepare leg bag for hook-up. 
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Handout 16-1: Changing Drainage Bag to Leg Bag (cont'd)

10. Temporarily clamp Foley catheter using facility-approved clamp. Remove the 
catheter from the drainage tubing and immediately apply a sterile cap to the 
catheter end and a plug to the drainage tubing end. 

11. Pick up the end of the Foley catheter with the sterile cap and remove the 
sterile cap. Attach the Foley catheter to the leg bag. Do not touch the tip of 
the Foley catheter tubing or the leg bag tubing to any object.

12. Wrap leg bag around resident’s leg and secure using the straps. 

13. Remove the catheter clamp. Make sure urine can flow freely into the leg bag. 

14. Ensure that the straps for the leg bag are not too tight on the leg.

15. Remove bed protectors and place disposable bed protectors in plastic bag. 
Dispose of plastic bag properly.

16. Remove and discard gloves. Wash hands. 

17. Replace gown or clothing and make resident comfortable.

18. Return bed to lowest position. Remove privacy measures.

19. Leave call light within resident’s reach.

20. Wash your hands.

21. Be courteous and respectful at all times.

22. Report any changes in the resident to the nurse. Document procedure 
using facility guidelines. 
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Handout 16-2: Changing Leg Bag to Drainage Bag

Changing a Leg Bag to Drainage Bag

Equipment: gloves, sterile gloves (optional), 2 disposable bed protectors, sterile 
drape (optional), leg bag, catheter clamp, 2 sterile caps, disposable plastic bag

1. Identify yourself by name. Identify the resident. Greet the resident by name.

2. Wash your hands. 

3. Explain procedure to resident. Speak clearly, slowly, and directly. Maintain 
face-to-face contact whenever possible. 

4. Provide for the resident’s privacy with a curtain, screen, or door.

5. Adjust bed to safe working level, usually waist high. Lock bed wheels.

6. Put on gloves.

7. Ensuring privacy, remove bed linen and lift gown or pull down pajamas. 

8. Turn resident to side, place bed protector under resident and return to back.

9. Place second bed protector or sterile drape on the bed for supplies. 

10. Carefully undo straps on leg bag from leg. 

11. Temporarily clamp Foley catheter using facility-approved clamp. Remove the 
catheter from the leg bag tubing and immediately apply a sterile cap to the 
catheter end and a plug to the end of the leg bag tubing. 
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Handout 16-2: Changing Leg Bag to Drainage Bag (cont'd)

12. Pick up the end of the Foley catheter with the sterile cap and remove the 
sterile cap. Remove plug from Foley catheter drainage tubing. Avoid touching 
the end of the Foley catheter or the tip of the drainage tubing to any object. 
Attach the end of the Foley catheter to the end of the drainage bag tubing. 

13. Remove the catheter clamp. Make sure urine can flow freely into the Foley 
drainage bag. 

14. Remove bed protectors and place disposable bed protectors in plastic bag. 

15. Empty leg bag, measure urine if needed, and place leg bag in designated 
place. Dispose of plastic bag properly.

16. Remove and discard gloves. Wash hands. 

17. Replace gown or clothing and make resident comfortable.

18. Return bed to lowest position. Remove privacy measures.

19. Leave call light within resident’s reach.

20. Be courteous and respectful at all times.

21. Report any changes in the resident to the nurse. Document procedure using 
facility guidelines.



16

The Urinary System

9. Explain how to collect different types of urine specimens

Define the following terms:

routine urine specimen

a urine specimen that can be collected any time a person 
voids.

clean-catch specimen

a urine specimen that does not include the first and last urine 
that is voided; also called mid-stream specimen.

24-hour urine specimen

a urine specimen consisting of all urine voided in a 24-hour 
period.
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The Urinary System

9. Explain how to collect different types of urine specimens

Know these important points about urine specimens:

• Always identify the resident.

• Label and store specimens correctly.

REMEMBER:

Specimens must always be labeled with the resident’s name, 
date of birth, room number, the date, and the time, before being 
taken to the lab.
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9. Explain how to collect different types of urine specimens

Nursing assistants should know these basic 
facts about urine straining:

• Urine is strained to detect the presence of 
renal calculi, or kidney stones, that can 
develop in the urinary tract. 

• Urine straining is the process of pouring all 
urine through a fine filter to catch any 
particles. 

• To strain urine, a routine urine specimen is 
collected and then poured through a 
strainer or a 4x4-inch piece of gauze into 
a specimen container. 

• Any stones are trapped in the filter. 

• The filter is placed in the specimen 
container and then into a plastic bag for 
transport to the lab.



Collecting a routine urine specimen

Equipment: specimen container and lid, completed label 
(labeled with resident’s name, date of birth, doctor’s name, 
room number, date, and time), biohazard specimen bag, 2 
pairs of gloves, bedpan or urinal (if resident cannot use 
portable commode or toilet), hat for toilet (if resident uses 
toilet or commode), plastic bag, disposable wipes, toilet 
paper, paper towels, supplies for perineal care, lab slip

1. Identify yourself by name. Identify the resident. Greet 
the resident by name.

2. Wash your hands.

3. Explain procedure to resident. Speak clearly, slowly, and 
directly. Maintain face-to-face contact whenever possible. 

4. Provide for the resident’s privacy with a curtain, screen, 
or door. 

5. Put on gloves.

6. Fit hat to toilet or commode, or provide resident with 
bedpan or urinal. 



Collecting a routine urine specimen

7. Have resident void into hat, urinal, or bedpan. Ask the 
resident not to put toilet paper or stool in with the sample. 
Provide a plastic bag to discard toilet paper.

8. Place toilet paper and disposable wipes within resident’s 
reach. Ask the resident to clean his hands with a hand 
wipe when finished if he is able. 

9. Ask the resident to signal when he is finished. Make sure 
call light is within reach.

10. Remove and discard gloves. Wash your hands. Leave the 
room and close the door.

11. When called, return and wash your hands. Put on clean 
gloves.

12. Give perineal care if help is needed.  

13. Take bedpan, urinal, or hat to the bathroom.

14. Pour urine into the specimen container. Specimen 
container should be at least half full.



Collecting a routine urine specimen

15. Cover the urine container with its lid. Do not touch the 
inside of container. Wipe off the outside with a paper 
towel and discard. Apply label, and place in clean 
biohazard specimen bag.

16. Discard extra urine in the toilet. Turn the faucet on with a 
paper towel. Rinse the bedpan, urinal, or hat with cold 
water and empty it into the toilet. Flush the toilet. Place 
equipment in area for cleaning or clean it according to 
policy.

17. Remove and discard gloves. Wash your hands.

18. Make resident comfortable.

19. Return bed to lowest position. Remove privacy measures.

20. Leave call light within resident’s reach.

21. Wash your hands.

22. Be courteous and respectful at all times.



Collecting a routine urine specimen

23. Report any changes in the resident to the nurse. 
Document procedure using facility guidelines. Take 
specimen and lab slip to designated place promptly.



Collecting a clean-catch (mid-stream) urine specimen 

Equipment: specimen kit with container and lid, completed 
label (labeled with resident’s name, date of birth, doctor’s 
name, room number, date, and time), biohazard specimen 
bag, cleansing wipes, gloves, bedpan or urinal (if resident 
cannot use portable commode or toilet), plastic bag, toilet 
paper, disposable wipes, paper towels, supplies for perineal 
care, lab slip

1. Identify yourself by name. Identify the resident. Greet 
the resident by name.

2. Wash your hands.

3. Explain procedure to resident. Speak clearly, slowly, and 
directly. Maintain face-to-face contact whenever possible. 

4. Provide for the resident’s privacy with a curtain, screen, 
or door. 

5. Put on gloves.

6. Open the specimen kit. Do not touch the inside of the 
container or lid. 



Collecting a clean-catch (mid-stream) urine specimen 

7. If the resident cannot clean his or her perineal area, you 
will do it. See bed bath procedure in Chapter 12 for 
reminder on how to give perineal care. 

8. Ask the resident to urinate a small amount into the 
bedpan, urinal, or toilet, and to stop before urination is 
complete.

9. Place the container under the urine stream. Do not touch 
the resident’s body with the container. Have the resident 
start urinating again. Fill the container at least half full. 
Have resident stop urinating and remove the container. 
Have the resident finish urinating in bedpan, urinal, or 
toilet.

10. After urination, provide a plastic bag so the resident can 
discard toilet paper. Give perineal care if help is needed. 
Ask the resident to clean his hands with a wipe if he is 
able.



Collecting a clean-catch (mid-stream) urine specimen 

11. Cover the urine container with its lid. Do not touch the 
inside of the container. Wipe off the outside with a paper 
towel and discard. Apply label and place in clean 
biohazard specimen bag.

12. Discard extra urine in the toilet. Turn the faucet on with a 
paper towel. Rinse the bedpan, urinal, or hat with cold 
water and empty it into the toilet. Flush the toilet. Place 
equipment in area for cleaning or clean and store it 
according to policy.

13. Remove and discard gloves. Wash your hands.

14. Make resident comfortable.

15. Return bed to lowest position. Remove privacy measures.

16. Leave call light within resident’s reach.

17. Wash your hands. 

18. Be courteous and respectful at all times.



Collecting a clean-catch (mid-stream) urine specimen 

19. Report any changes in the resident to the nurse. 
Document procedure using facility guidelines. Take 
specimen and lab slip to designated place promptly.



Collecting a 24-hour urine specimen

Equipment: 24-hour specimen container with lid, completed 
label (labeled with resident’s name, date of birth, doctor’s 
name, room number, date, and time), bedpan or urinal (for 
residents confined to bed), hat for toilet (if resident can use 
portable commode or toilet), gloves, toilet paper, disposable 
wipes, supplies for perineal care, sign to alert other team 
members that a 24-hour urine specimen is being collected, 
form to record output, lab slip with date and time of first void

1. Identify yourself by name. Identify the resident. Greet the 
resident by name.

2. Wash your hands.

3. Explain procedure to resident. Speak clearly, slowly, and 
directly. Maintain face-to-face contact whenever possible. 
Emphasize that all urine must be saved. Ask the resident 
not to put toilet paper or stool in with the sample.

4. Provide for the resident’s privacy with a curtain, screen, 
or door.



Collecting a 24-hour urine specimen

5. Place a sign near the resident’s bed to let all care team 
members know that a 24-hour specimen is being 
collected. Sign may read Save all urine for 24-hour 
specimen. 



Collecting a 24-hour urine specimen

6. When starting the 
collection, have the 
resident completely 
empty the bladder. 
Measure and note 
amount of urine if 
resident’s intake and 
output is being 
monitored. Discard the 
urine. Note the exact 
time of this voiding. The 
collection will run until 
the same time the next 
day.

7. Wash hands and put on 
gloves each time the 
resident voids. 



Collecting a 24-hour urine specimen

8. Pour urine from bedpan, urinal, or hat into the container. 
Container may be stored at room temperature, in a 
special refrigerator, or on ice. Follow facility policy.

9. After each voiding, help as necessary with perineal care. 
Ask the resident to clean his hands with a wipe after each 
voiding if he is able.

10. After each voiding, place equipment in area for cleaning 
or clean and store it according to policy.

11. Remove and discard gloves.

12. Wash your hands.

13. After the last void of the 24-hour period, add the urine to 
the specimen container. Remove the sign.

14. Make resident comfortable.

15. Return bed to lowest position. Remove privacy measures.

16. Leave call light within resident’s reach.



Collecting a 24-hour urine specimen

17. Wash your hands.

18. Be courteous and respectful at all times.

19. Report any changes in the resident to the nurse. 
Document procedure using facility guidelines. Take 
specimen containers and lab slip to designated place 
promptly.
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Handout 16-3: Taking a Urinary Specimen from a Port 

Specimens may need to be collected directly from catheters, such as when an 
infection is suspected. Before collecting urine specimens from a catheter port, 
nursing assistants must be trained in the proper use of needleless syringes and 
needleless catheter systems. The following should be included in this training:

• Your facility’s policies concerning sterile urine specimen collection

• The basic use of your facility’s “needleless systems” and needleless syringes

• Information on facility-specific policies, including collections using specially-
designed transport containers or specimen tubes. These may be required for 
specimens such as urine cultures.

• Facility guidelines for temporary storage of urine specimens for later transport 
to the lab

The urine specimen is collected from a specially-designed port that is a part of 
the catheter system. The urine cannot be collected from the catheter drainage 
bag when the person has an indwelling catheter because of bacteria in the bag 
itself. To collect the specimen, a special clamp or a small rubber band will be 
required to stop the flow of urine into the catheter drainage bag. This clamp, or 
band, is applied to the catheter that is inserted into the resident. The nurse will 
show you where to apply the clamp. 
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Handout 16-3: Taking a Urinary Specimen from a Port (cont’d) 

The nursing assistant may need to wait 15 to 20 minutes for the urine to collect 
within the tubing above the catheter port. When the time is right to collect the 
specimen, the needleless catheter port is first cleaned with an alcohol wipe, and 
then the needleless syringe is properly screwed into the port. The specimen is 
then collected into the sterile syringe. The needleless syringe is removed by 
carefully unscrewing the device from the port. The catheter port re-seals itself 
once the syringe is removed. 

The urine is transferred into a sterile urine specimen cup without touching the tip 
of the needleless syringe to any object during the urine transfer. The specimen 
container must be capped without contaminating the inside of the lid. (In some 
facilities, special urine transport tubes or containers may be used for certain urine 
specimens such as urine cultures. You will need special training in the use of 
these containers.) 

The syringe must be placed safely into the appropriate biohazard container. The 
clamp or rubber band must be removed from the catheter tubing. Leaving the 
clamp or rubber band in place on the catheter tubing can cause discomfort, 
infection, and injury. 
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Handout 16-3: Taking a Urinary Specimen from a Port (cont’d) 

Collecting a sterile urine specimen from a needleless catheter port

Equipment: gloves, sterile urine specimen container with label properly completed 
with resident’s name, room number, the date, and time, lab requisition slip, tube 
clamp or rubber band, proper-sized needleless sterile syringe, alcohol wipes, 
plastic bag

1. Identify yourself by name. Identify the resident. Greet the resident by name.

2. Wash your hands. 

3. Explain procedure to resident. Speak clearly, slowly, and directly. Maintain 
face-to-face contact whenever possible. 

4. Provide for the resident’s privacy with a curtain, screen, or door. 

5. Put on gloves.

6. If needed, clamp the drainage tube on the catheter tubing. Wait for urine to 
collect within the tubing.

7. Using an alcohol wipe, clean the needleless catheter drainage port. 

8. Using the needleless syringe, screw the syringe into the needleless catheter 
port and withdraw the urine specimen from the port. 

9. Carefully pull back on the syringe, and withdraw the correct amount of urine 
into the syringe. 

10. With the syringe, slowly push plunger to transfer urine sample into sterile 
specimen container. Do not touch tip of needleless syringe to any object 
during the urine transfer.
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Handout 16-3: Taking a Urinary Specimen from a Port (cont’d) 

11. Put the specimen container lid on securely 
without contaminating the inside of the lid.

12. Dispose of syringe in biohazard container.

13. Unclamp or remove the band from the catheter 
drainage tube. Make sure urine is allowed to 
drain into the tubing and drainage bag again. 
Place clamp safely in designated area or 
dispose of rubber band in biohazard container.

14. Remove and discard gloves. Wash hands.

15. Make resident comfortable.

16. Place call light within resident’s reach.

17. Wash your hands.

18. Be courteous and respectful at all times.

19. Report any changes in the resident to the 
nurse. Document procedure using facility 
guidelines. Place specimen container in plastic 
bag and promptly take specimen container and 
attached lab slip to the designated place. If 
specimen cannot be transferred to the lab right 
away, refrigerate specimen immediately in 
specimen refrigerator.
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Handout 16-4: Suprapubic Catheters

A suprapubic catheter is inserted above the pubic bone directly into the bladder. 
It functions by draining urine out of the bladder without having it drain through 
the urethra. This is done for a variety of reasons, such as urethral blockage, 
some types of trauma, problems with the neurological system that affect the 
ability to urinate normally, or after certain types of surgery. This type of catheter 
may be inserted temporarily or long-term.

A suprapubic catheter is secured at the insertion site with sutures or a special 
type of seal. The catheter site is considered sterile and sterile dressing changes 
are done by the nurse. She will clean the area and the tube and then cover the 
area with sterile gauze.

The drainage system must remain closed. Blockages, kinks, and tugging of the 
tubing should be avoided. If you observe any pain, redness, or drainage, report it 
immediately to the nurse. Nursing care of this catheter includes observing the 
insertion site on the abdomen for changes, drainage or saturation, or signs of 
irritation or infection. 
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Handout 16-4: Suprapubic Catheters (cont'd)

Guidelines for a Suprapubic Catheter

• Clamp and unclamp catheter at ordered times. Do not forget to unclamp the 
catheter at the designated time. Set a personal timer, if needed.

• Do not pull or tug on the tubing.

• Monitor insertion site area where the catheter enters the body.

• Notify the nurse if drainage is noted on the dressing, dressing needs changing, 
or redness or pain occurs.

• Assist the nurse with the sterile dressing changes, as necessary.

• Make sure drainage tubing stays clear of blockages.

• Watch urine output regularly during your shift. 

• Provide fluids to help maintain urine output.
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9. Explain how to collect different types of urine specimens

Remember the Five “Rights” of specimen collection:

• The right resident 

• The right specimen

• The right container

• The right date/time

• The right storage/delivery
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10. Explain types of tests that are performed on urine

Define the following terms:

ketones

chemical substances that the body produces when it does not 
have enough insulin in the blood.

specific gravity

a test performed to measure the density of urine.
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10. Explain types of tests that are performed on urine

Facilities use different methods to test urine. Urine may be tested 
for the following:

• pH level—pH imbalance can be due to medication, food, or 
illness

• Glucose and ketones—presence can signal diabetes

• Blood—presence of blood can be a sign of illness or disease

• Specific gravity—tests urine density (dilute or concentrated) 
to make sure kidneys are functioning properly



Testing urine with reagent strips

Equipment: urine specimen as ordered, reagent strip, gloves, 
paper towel

1. Wash your hands.

2. Put on gloves.

3. Place paper towel on surface before setting down the 
urine specimen.

4. Take a strip from the bottle and recap bottle. Close it 
tightly.

5. Dip the strip into the specimen.

6. Follow manufacturer’s instructions for when to remove 
strip. Remove strip at correct time.

7. Follow manufacturer’s instructions for how long to wait 
after removing strip. After proper time has passed, 
compare strip with color chart on bottle. Do not touch 
bottle with strip.

8. Read results.



Testing urine with reagent strips

9. Store strips. Discard used items. Discard specimen in the 
toilet. Flush toilet.

10. Remove and discard gloves.

11. Wash your hands.

12. Record and report results. Document procedure using 
facility guidelines.
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11. Explain guidelines for assisting with bladder retraining

REMEMBER:

Illness, injury, or inactivity can cause a loss of normal bladder 
function. Bladder retraining is the process of assisting residents 
to regain control of their bladder function. Nursing assistants 
may be asked to help residents with this process.
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11. Explain guidelines for assisting with bladder retraining

REMEMBER:

Incontinence can be a problem during bladder retraining. Nursing 
assistants must be professional when episodes of incontinence 
occur. Problems with incontinence can be embarrassing or 
difficult to discuss, so it is important for nursing assistants to be 
sensitive to this situation. They must be empathetic and maintain 
a positive attitude.
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11. Explain guidelines for assisting with bladder retraining

Nursing assistants may assist with bladder retraining in the 
following ways: 

• Explain plan to resident. Follow plan.

• Follow Standard Precautions.

• Observe residents’ elimination habits.

• Encourage fluids.

• Offer a bedpan or urinal or a trip to the bathroom before and 
after long procedures.

• Answer call lights promptly.

• Provide privacy and do not rush resident.
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11. Explain guidelines for assisting with bladder retraining

Assisting with bladder retraining (cont'd): 

• Help with perineal care.

• Keep accurate I&O records.

• Dispose of wastes properly.

• Offer praise.

• Never show frustration or anger.
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11. Explain guidelines for assisting with bladder retraining

Think about this question:

How would it feel if you were a resident being helped by 
someone who was irritated or impatient with you for something 
you had no control over?


